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PET-CT Scan Appearance of Disseminated Tuberculosis
Rudrajit Paul*, Dipanjan Bandyopadhyay**

Disseminated tuberculosis (DT) is defined as spread of the
infection to “two or more non-contiguous sites resulting
from lympho-haematogenous dissemination of
Mycobacterium tuberculosis”1. This is a devastating illness
with high mortality and morbidity. Although
immunocompromised persons are more prone to be
affected, there are ample reports of otherwise healthy
immune-competent persons also getting DT. The infection
may present with non-specific symptoms at first and elude
diagnosis for a long time. The internist (especially in India)
has to be ever-vigilant about this disease.
Here, we present the PET-CT scan picture of a patient with
DT. As such advanced imaging modalities are becoming
available all over India, the new-age internist must also be
familiar with the imaging appearance of diseases like DT.
As mentioned earlier, DT can be a great masquerader and
often, is mistaken for disseminated malignancy. In such
cases, PET-CT scan would be done and the imaging
appearance can differentiate between malignancy and
disseminated TB.

nodes of various sizes in the abdomen and pelvis (Fig. 5).
Few of the nodes were necrotic. The overall appearance
was suggestive of disseminated tuberculosis. There was no
discrete mass anywhere in the body.

Fig. 1: PET-CT showing FDG-avid (SUV max = 5) right supra-clavicular
lymph node (White arrow).

This was a 56-year-old woman with rapidly developing rightsided pleural effusion. The pleural fluid was aspirated for
diagnostic testing. It showed 1,250 cells/cmm with 98%
mononuclear cells. ADA was 25 U/L. Protein concentration
was 5.3 g/dl. Malignant cells were negative and Bactec
culture did not grow M.Tb at 6 weeks. However, the patient
was started on 4-Drug ATT but she had acute hepatitis for
which the ATT had to be temporarily stopped. Meanwhile,
the patient developed progressive abdominal pain and
gradual loss of weight. USG of abdomen showed
lymphadenopathy in peri-portal and para-aortic regions.
FNAC from those nodes showed only reactive hyperplasia.
Thus, one possibility was disseminated malignancy and
before restarting the patient on further modified ATT, a
PET-CT scan was done.
This showed FDG-avid Supra and infra-clavicular lymph
nodes (Fig. 1), FDG-avid pleural thickening bilaterally (Fig.
2), FDG-avid nodules in the lung (Fig. 3), FDG-avid
mediastinal nodes (Fig. 4) and FDG-avid peritoneal
thickening, encysted fluid collection and multiple lymph

Fig. 2: Bilateral FDG-avid pleural thickening (white arrow); (SUV max =
3, maximum pleural thickening 6.8 mm); right-sided pleural effusion also
seen (white arrow head).
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Thus, the patient was again started on modified ATT and
gradually, the symptoms resolved. In cases like this, where
pleural fluid assay or lymph node cytology cannot definitely
diagnose TB, a PET-CT scan can be helpful in reaching a
conclusion.
Fig. 3: FDG-avid nodules with fibrotic strands (white arrows) in right
lung upper lobe (SUV max = 5.4).

Fig. 4: Mediastinal nodes (red arrow) SUV max = 5.5 and pleural based
nodules (white arrow; SUV max = 3.1).

Harkirat et al, from the Army Hospital, New Delhi also
reported on PET-CT scan appearances of Disseminated
TB 2. They commented that it is often difficult to
differentiate between malignancy and TB, even after PET
scan. High SUV values (> 2.5) are considered to be
indicative of malignancy but TB lesions can also have high
SUV, as found in the present case. So, often, the clinical
acumen and experience of the internist is needed during
interpretation of such reports. Features like diffuse pleural
thickening, lung lesions with fibrotic strands and absence
of any well-defined mass are in favour of disseminated
TB (although definite mass may be absent in carcinoma
of unknown primary). However, sometimes, the dilemma
remains and then, further invasive procedures like pleural
biopsy may be needed for diagnosis3. But such procedures
require skilled operators and the patients may decline (as
in our case).
We present this case to sensitize internists to the isotope
imaging appearance of disseminated TB.
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Fig. 5: FDG avid peritoneal thickening (SUV max = 6; thickening = 9.5
mm) (A) and obdurator nodes (B) SUV max = 4.8.
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